successful efforts in the civilian field have not been madewitness, for example, the programme set up for the care of head injuries by Rowbotham in Newcastle. But the pressures in the early days of the National Health Service to provide for the acutely ill-and rightly so-have not so far allowed in general the development of the facilities that are so sorely needed for the aftercare of head injuries.
This lecture is concerned with an attempt to estimate the present need and the patterns along which a rehabilitation service might develop. The time is opportune. As a result of better treatment for the acute head injury in the years since the war, and the rising numbers of head injuries, attention is now focused on the many survivors who clearly require special facilities if a practical recovery is to be made. London (1968) has drawn attention to the concern that is being increasingly felt over the country. It Size of the Problem What is the size of the problem ? An earlier estimate indicated that over 100,000 cases of head injury are admitted to hospitals in this country every year, the usual criterion for admission being a degree of cerebral concussion (Lewin, 1964) . Recently the Ministry of Health recorded a figure of 107,000 admissions for 1963, and noted that this represents an increase of over 50% since 1955.
The injuries are of all grades of severity, and some estimate of these can be made from a study of the Head Injury Service at Cambridge. Here all cases of trauma are admitted to the Accident Service and every case of head injury, both mild and severe, comes under the care of the neurosurgical unit. In this way some 750 cases of head injury are admitted a year, with an average mortality of 3.5%. If we consider the severity of the general concussive effect alone, as judged by the duration of the post-traumatic amnesia, then, as would be expected, the vast majority of these patients sustain mild or moderate concussion with a post-traumatic amnesia of less than 24 hours. Their subsequent problem is not so much one of return to the former occupation, for this may be expected, but the time taken to achieve this and the incidence of various symptoms which are commonly grouped under the term "post-concussional (Lewin, 1966 
Epilepsy
A brief note may be made here of the incidence of epilepsy, since this is a complication worrying to both doctor and patient. Though the overall risk of epilepsy after recovery from acute head injury is about 5 %, it is now clear that such a blanket figure is of little value in assessing the risk for individual patients. It is more important to recognize those particular head injuries for which there is an especial risk of epilepsy and the need for prophylactic anticonvulsants, and on the other hand to give confidence to those patients to whom the risk is known to be very slight. Thus it can be said that a head injury with a post-traumatic amnesia of less than an hour, and uncomplicated by early epilepsy or a fracture of the skull or other complication, has an incidence of subsequent epilepsy of no more than 1 %. On the other hand, the figure can rise to 30% where there has been an intracranial haematoma, and to 50% where there has been a depressed fracture with dural penetration associated with a post-traumatic amnesia of more than 24 hours. Between a quarter and a third of all patients with epilepsy in the acute period after injury will have further attacks in later years (Jennett and Lewin, 1960 ; Jennett, 1962) . It follows that routine administration of anticonvulsants merely because a patient has had a head injury is not indicated, but there are certain groups where prophylactic treatment is advisable.
Epilepsy by itself is rarely the predominant factor after head injury which determines a rehabilitation programme, though clearly its occurrence may dictate the patient's future work and he may require the help and guidance of a rehabilitation service.
Major Head Injury
An obvious gap in our rehabilitation services at present is the lack of facilities for some of the 7,500 patients a year who sustain a major injury. As a result of the concussive injury alone, return to work is rarely achieved under eight weeks. Where the post-traumatic amnesia exceeds a week, the period of invalidism is usually of the order of three months, extending to much longer periods for the severe injury, and here return to work is often on a part-time basis initially and at a simpler level. Another factor is the presence of associated neurological disabilities which are more frequent with the major injuries. In an earlier paper (Lewin, 1965) (Filby and Edwards, 1963) . It will also be apparent that the end-result of this could be that for those few patients who remain with permanent memory and intellectual impairment the availability of a special programmed machine might allow them to return to jobs requiring simple repetitive skills, where otherwise they would be unemployable. All who have treated patients after major head injury will know the difference between the patient who gains confidence by having had demonstrated to him the fact that he can do something, and the one who goes through a routine rehabilitation programme without specific reference to his needs. The possibilities of this approach have been elaborated by Gedye (1967 Dixon (1962 Dixon ( , 1967 Work by Cameron (1963) highlights the association between memory and ribonucleic acid, and the observations by Sved and Wainrib (1961) and Montanari et da. (1961) Research is an essential partner to rehabilitation, and illustrative examples are given in the fields of locomotor disability, mental assessment, and neurochemistry.
Planning for rehabilitation requires integration of all the services in the area, and the identification of those patients who require help at an early stage. It is recommended that area coordinating services for head injuries be set up, and some rehabilitation centres developed to deal especially with particular injuries.
